D
omestic violence (DV) is defined as physical, sexual, or psychological harm by a current or former partner or spouse, occurring across all social, economic, and cultural groups. 1,2 Thirty-one percent of U.S. women report abuse in
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their lifetime, a-s Although some studies report low-income and minority women are at higher risk for victimization, racial, and economic disparities are negligible when other factors are taken into account. 6-9 More than 2 million women are injured by DV, and 500,000 require medical treatment annually.5 ' 10.11 Physical health sequelae include a 50% to 70% increase in gynecological and central nervous system complications and long-term psychiatric problems.9 ' 12-15 Physicians are important in identifying and treating DV victims as many abused women seek medical care after victimization.5 ' 16-19 Unfortunately, only 10% of primary care physicians routinely screening for DV. 2°21 Provider-related barriers to DV screening include lack of education, lack of time, lack of effective interventions, and fear of offending the patient. 2°-22 Although racial disparities exist in the diagnosis and treatment of many medical conditions, no studies have assessed physician racial and socioeconomic preferences in DV screening. 23 '24 In this study, we assess patient and resident characteristics that influence residents' attitudes and reported practices toward DV screening. We surveyed residents in 6 specialties to: (1) determine whether residents preferentially screen minorities or women of low socioeconomic status (SES); and (2) assess which resident and clinical practice characteristics are associated with screening.
METHODS
We incorporated reported barriers to DV screening into a 22-item online survey to assess residents' knowledge, attitudes, and practices. 17-2z The survey is published online as an appendix. Questions regarding DV were embedded among a range of preventive screening areas, such as diet, safety belt usage, sexual behavior, and exercise. 25 The survey included multiple-choice questions and 1 of 4 clinical vignettes that varied by race (African American or Caucasian) and by SES (lawyer or fast food worker) (see Fig. 1 
Outcome Measures
To assess the importance of the routine screening areas for each case, respondents were asked, "How important are the following routine screens in this patient?" Respondents chose from 5 responses: very important, somewhat important, neutral, low importance, or not important. To assess intention to screen, residents were asked, "Which of the following (of the routine screening areas during this visit) would you definitely ask about during this visit?" Respondents chose from 4 responses: 'Nvould definitely check/ask at this visit," "would check/ask if there was time," '~¢ould defer to future visit," or "would not check/ask." To assess resident knowledge of the prevalence of DV by race and SES, we asked: "Are rates of DV higher among African-American women in the United States than among Caucasian women?" and "'Are rates of DV higher among women of lower SES in the United States than among higher SES women?"
Independent Variables
Based on literature review and discussions with experts, we included resident and practice characteristics found to be associated with physician screening attitudes and practices as independent variables. [19] [20] [21] [22] Patient Characteristics in Clinical Vignette. To assess if residents preferentially screen based on race or SES, we presented 4 cases. We constructed variables for patient race (African American vs Caucasian), SES (high vs low), and combination variables (high/African American, high/Caucasian, low/African American, and low/Caucasian).
Resident Characteristics.
Respondents reported their gender, minority status (nonminority vs minority), specialty, first or second half of residency, personal history of DV or sexual abuse, knowing a victim/perpetrator of DV, having cared for victims of DV, and DV training in medical school/residency. Residents were asked 2 open-ended questions regarding when they screened and what prevented screening.
Clinical Practice Variables, To assess clinical practice characteristics, residents were asked if they knew where to refer victims, if they were aware of a clinic protocol for victims of DV, and if their clinic mentor advised screening.
Analyses
We examined descriptive statistics of the residents' characteristics, attitudes and behaviors, and knowledge of the prevalence of DV. Chi-square analyses were performed to assess differences in perceived importance of screening and intention to screen based on patients' race and SES. Bivariate and multivariate logistic regression analyses assessed the association between resident and clinical characteristics and resident DV screening attitudes and practices. In the multivariate regressions, we included variables that were significantly associated with either of the 2 principal outcomes at a P<. 10 level in the bivariate analyses. We also evaluated residents' responses to the open-ended questions about barriers they faced to screening.
RESULTS
A total of 167 of 309 current residents (54%) from 6 specialties responded to the survey (Table 1) . Seventy-four percent of family medicine, 57% of pediatrics, 59% of OB/GYN, 47% of Med/Peds, 46% of emergency medicine, and 43% of internal medicine responded. Demographic information about nonresponders was not made available for comparison.
Importance of DV Screening
One hundred and eight residents thought DV screening was "very important," 51 "somewhat important," 5 neutral, 1 "low importance," and 0 "not important.'" Because of the positively skewed responses, we classified responses as either "very important" if the respondent ranked screening as "very important" or "not very important" if they chose another response.
Intention to Screen for DV
Eighty-eight residents "would defmitely check," 57 '~vould check if time allowed," 13 "'would defer to a future visit," and 6 "would not check." Because of the positively skewed responses, we classified responses as "would definitely ask" if the respondent "would definitely ask/check" or as '~¢¢ould not definitely ask" if they chose another response.
Patient Characteristics
Residents placed equal importance on screening the African American and the Caucasian woman (64% vs 67%, Z 2 =0.18, P=.67) and the low and the high-SES woman (63% vs 68%, ~2 =0.58, P=.45). Residents were equally likely to definitely screen the African-American and the Caucasian woman (51% 
Resident Characteristics
The majority of residents would only screen for DV if red flags were present. Most residents received training in medical school for DV screening. Only one-third reported receiving residency training. Nine percent of internal medicine, 23% of Med/Peds, 73% of emergency medicine, 60% of family medicine, 460/0 of OB/GYN, and 38% of pediatrics residents received training during residency.
Clinical Practice Characteristics
More than one-third of the residents did not know where to refer DV victims. The majority of residents did not have or did not know the clinic protocol for taking care of DV victims. Less than half of the respondents' reported that clinic preceptors advised them to screen for DV. Clinical practice characteristics differed across specialties. Eighty-seven percent of family medicine, 58% of emergency medicine, 54% of O B/GYN, 43% of pediatric, and 42% of internal medicine, and 36% of Med/Peds residents received advice from their preceptor to screen for DV. All family medicine residents and 92% of emergency medicine residents knew where to refer victims of DV. Forty-eight percent of internal medicine, 68% of Med/Peds, 57% of pediatrics, and 69% of OB/GYN residents knew where to refer victims. Sixty-two percent of emergency medicine residents knew of a protocol for DV victims, compared with 31% of OB/GYN, 20% of family medicine, 5% of pediatric, and 1% of internal medicine, and 5% of Med/Peds residents. Table 2 shows the bivariate and adjusted odds ratio of ranking DV screening as being very important and of definitely screening for DV in the vignette. In the bivariate analyses, emergency medicine residents were less likely to state DV screening was important than OB/GYN residents. Residents who had taken care of a DV victim were more likely to report that DV screening was very important than those that thought they had never taken care of a DV victim. In the multivariate logistic regressions, emergency medicine residents remained less likely to report DV screening as being important than OB/GYN residents.
Bivariate and Multivariate Analyses
In the unadjusted odds, female residents were more likely to definitely screen for DV than male residents. In comparison with OB/GYN residents, emergency medicine residents and internal medicine residents were less likely to definitely screen. Residents who received DV training in residency, whose preceptors advised them to screen, who knew where to refer victims, who had taken care of a DV patient, and were in their second half of residency were more likely to definitely screen.
In the multivariate analyses, emergency medicine residents and family medicine residents were less likely to screen than OB/GYN residents. Residents whose preceptors advised to screen and who knew where to refer victims were more likely to definitely screen.
Resident Knowledge of Epidemiology of DV in United States
Domestic violence against women is as prevalent among Caucasians as among African Americans and is equally frequent among high and low SES. s'9 Thirty-seven percent of residents incorrectly believed that DV was more prevalent among African-American than Caucasian women, and 66% of residents falsely believed that DV was more prevalent among women of lower SES.
Reported Barriers to Screening
Lack of time (36%), no (4%) or poor (16%) training in DV screening, lack of an effective intervention for victims {9%), risk of offending the patient (1 I%), personal discomfort (10%), and forgetting (2%) were noted as barriers.
Other barriers included: 6 emergency medicine residents who stated the triage nurse usually screens for DV before the physician sees the patient, 3 pediatrics residents who stated the parents were always in the room with the patient, I pediatrician who stated DV screening was not completely applicable in pediatrics, and 1 OB/GYN resident and I family practice resident who stated the partner was in the room or there was a lack of privacy. Others residents identified barriers such as: "I do not have a relationship with that person if I'm seeing them just once in urgent care," "I'd screen if the patient were pregnant," "I see a minimal number of women at the Veterans Administration Hospital," and "There is no conclusive evidence for benefits from screening," in reference to current USPSTF guidelines.26 
DISCUSSION
Physicians' a priori assumptions based on inaccurate epidemiological data or social stereotypes can lead to screening and differential treatment of patients by race or class. 27"2s Although 37% of residents incorrectly reported that DV was more prevalent among African-American than Caucasian women, and 66% of residents incorrectly reported higher rates of DV among lower SES women, residents showed no racial or SES preferences in DV screening. In the multivariate analyses, several clinical practice--but not resident---characteristics were independently associated with whether the resident would definitely screen the patient for DV. Having a preceptor who advises to screen for DV and knowing where to refer victims were the only characteristics independently associated with definitely screening for DV, reinforcing the importance of mentorship in medical education and suggesting that providers are more inclined to ask about problems for which they have solutions. 29'a° Current educational approaches need reassessment, based on our findings, as many have not shown sustained changes in attitudes and actual rates of DV screening in clinical practice. 3~-33
Prior studies that have evaluated physician characteristics associated with screening have had mixed results. 2°'~1 '34 We found that resident characteristics, such as gender, year in residency, and personal history of abuse were not independently associated with importance placed on screening or on stated intention to screen for DV. However, emergency medicine residents and family medicine residents were less likely to definitely screen for DV compared with OB/GYNs. These findings are consistent with previous studies that found low rates of DV screening across various specialties. 2°'21'35 The low screening rate among emergency medicine residents may be explained in part by the belief that patients are adequately screened in triage. Unfortunately, many women will only disclose a history of DV when asked by a physician. 36 Although rates of DV among adult women are very high, men, the elderly, and adolescents are also victims of DV. 3 ' 13,37 Some pediatric residents did not screen because of privacy concerns and thus may miss DV among their adolescent patients. Other residents did not screen for DV at predominately male VA hospitals, possibly missing DV among this patient population. Further research needs to be conducted to design appropriate interventions to identify male victims of DV.
Residents reported lack of time, personal discomfort, and forgetting to ask, as personal barriers to DV screening, similar to findings in previous studies, z° Residents also stated they feared offending the patient, although research suggest that patients do not mind being asked. 38 Although residents stated no or poor training in DVas a barrier, training in residency was not independently associated with priority placed on screening nor on stated intention to screen. There is a need for future research to understand how DV is addressed in the curricula of each residency program.
Limitations
Our study findings should be interpreted in the face of several limitations. Although our survey included residents from a range of different specialties, our total sample size was small, limiting our power to detect differences in variables for which we found no significant differences. Our sample also came 
